Metastatic spinal cord compression (MSCC) is one of the serious complications of malignancy. Most cases of MSCC occur from breast or prostate cancer primaries; MSCC secondary to gastric cancer is rare. We herein report a case of a patient with gastric cancer with weakness of the lower limbs and urinary retention on initial presentation. This case demonstrates that although rare, bone metastases and MSCC may occur from gastric primaries. It also highlights the importance of prompt diagnosis and early treatment of MSCC.
INTRODUCTION
Metastatic spinal cord compression (MSCC) is an oncological emergency. It is a devastating complication of cancer, caused by compression of the dural sac and its contents by an extradural or intradural mass, which leads to irreversible neurologic damage, such as paraplegia [1, 2] . Early diagnosis and treatment are particularly important for preventing permanent neurological damage [1] [2] [3] . Bone metastases, most common in breast, prostate and lung cancer, are most likely to be responsible for MSCC [1] [2] [3] . But any cancer can be associated with MSCC. In some patients, MSCC can be the first sign of cancer. However, MSCC from gastric cancer is rare. We herein report a case of gastric cancer, which presented with lower limb weakness due to MSCC as the first symptom.
CASE REPORT
A 67-year-old woman developed low back pain 1 month before admission. Despite initial improvement of the pain with a painkiller from the local physician, it gradually got worse. She reported not experiencing any gastrointestinal symptoms such as abdominal pain, nausea, vomiting or melena. However, she started to feel abnormal sensations under both the thighs at noon on the day of admission and subsequently developed progressive lower limb weakness. Afternoon onwards, she noticed that she could not urinate despite having the urge. She could not walk by herself because of weakness of the legs and was subsequently brought to the emergency department. On physical examination, we identified weakness and loss of sensation in both lower limbs up to the T4 level. The patient had manual muscle testing scores of 3 (out of a possible 5) and 5 in the lower and upper limbs, respectively. Abdominal ultrasonography showed a distended urinary bladder, which suggested a loss of bladder control. The diagnosis of spinal cord compression was made based on magnetic resonance imaging of the entire spine, which revealed multiple bone metastases in almost all the vertebral bodies; in particular, severe osteoclastic changes were noted in Th3, 11 and 12 ( Fig. 1 ). The contrast-enhanced computed tomography scans of the thorax, abdomen and pelvis showed a thickened gastric wall, multiple lymph nodes around the stomach, a para-aortic lesion, ascites and peritoneal dissemination (Fig. 2) ; no other solid tumor was observed. An esophagogastroduodenoscopy was performed; it revealed scirrhous-type gastric cancer on the posterior wall of the middle body ( Fig. 3) . Histopathology from the biopsy specimen showed poorly differentiated adenocarcinoma. On the basis of these findings, she was diagnosed with gastric cancer with multiple bone metastases and peritoneal dissemination (cT4aN3M1, stage IV, according to the Union for International Cancer Control/American Joint Committee on Cancer staging classification system 7th edition).
The patient was immediately treated with oral prednisolone at a dose of 30 mg once daily for 1 week from the 2nd day of admission; this was tapered gradually. Radiation therapy to the thoracic spine was started from the 3rd day of admission at a dose per fraction of 3.0 Gy, up to a total dose of 30 Gy. In addition to these treatments, a decompression laminectomy was performed on the 12th day of admission because her neurological symptoms did not improve in spite of several days of treatment with prednisolone and radiation therapy. Chemotherapy and radiotherapy were scheduled after surgery and radiation therapy, but this was postponed because the patient had shingles. During treatment with oral valaciclovir at a dose of 3000 mg once daily for 1 week, she developed progressive disseminated intravascular coagulation and liver dysfunction as complications of the cancer. The patient's baseline performance status score declined to less than 2, and we decided to offer best supportive care; the patient's family agreed. She ultimately died on the 44th day of admission.
DISCUSSION
This case provides two important messages. Firstly, although MSCC from gastric primaries is far less common than those from the breast, prostate and lung, these patients may also present with symptoms associated with MSCC such as weakness or loss of sensation of the lower limbs and/or loss of bladder and bowel control. Autopsy findings from previous studies have reported that the incidence of bone metastases in gastric cancer is 13.4% [4] . More than 80% of bone metastases in gastric cancer have a histological diagnosis of poorly differentiated adenocarcinoma; our case had the same histology [5] . Our case is particularly rare because the primary presentation in this case of gastric cancer was with symptoms of MSCC [5, 6] . A search of the PubMed database for articles from 1980 to 2018 yielded just two additional reported cases.
Secondly, physicians should have a high level of suspicion for underlying malignancies when they encounter elderly patients with back pain. Pretreatment motor function is the most important prognostic factor for preservation of neurological function. Previous studies have reported that patients who were ambulatory prior to treatment continued ambulation, while only 7% of those who were paraplegic prior to therapy could ambulate after treatment [7, 8] . In this case, the patient may have retained ambulation if she had been treated while still ambulatory. Neurological function might have been preserved even though it would be difficult to achieve long-term survival. However, MSCC is often not diagnosed and treated early because most low back pain experienced by patients is benign. Kudo et al. studied the differences in the duration from onset of neurological symptoms to initiation of radiation therapy in a central regional hospital, between patients with and without a history of malignancy [7] . The duration in the latter patients was approximately 37.5 days more than that in the former patients. The authors speculated that this difference might have reflected either the differences in the target population of each hospital or clinic or the difference in clinical skills of the physicians, because patients who consulted local clinics tended to have delays in the initiation of treatment [7] . Several studies have reported on the 'red flags' that should prompt screening for malignancy in patients with low back pain, such as older age, insidious onset of pain, constant progressive pain which fails to improve after 1 month, previous history of cancer, fever and spine tenderness. Most of them provide little or no evidence to recommend their diagnostic accuracy [9, 10] . Detailed screening for malignancy should be considered in elderly patients with low back pain.
